He thought that a hand placed on the abdomen gave a better idea of the state of the uterus during the third stage of labour than mere observation did.
He did not advise the stitching of perineal tears before the birth of the placenta in fact, he thought that in the event of serious tears better anatomical approximation of the tissues could be obtained if an hour or two N-ere allowed to elapse before the repair was carried out, and he adopted this practice whenever it was convenient.
He had no hesitation in removing the placenta manually, for he knew that if his experienced labour-ward nurses were unable to squeeze it out it was adherent and not merely retained. Under those circumstances there was no obieoel in waiting.
Dame Louise McIlroy (in reply) said that it was her custom to repair the perineum while waiting for the separation of the placenta. The hematoma described by Dr. Sheehan might possibly be due to the heavy hand-manipulation of the uterus during the third stage. When performing Caesarean section she manipulated the uterus as little as possible because of the danger of hkematoma of the broad ligament. She did not describe the bandaging of the extremities as this was so well known in the treatment of cases of haemorrhage. In her opinion manual expulsion of the placenta from the uterus w-as inadvisable except in cases of haemorrhage. Present condition. The periods had been regular every twrenty-one days, and lasting for four days, the last having taken place two weeks previously. She said that the loss had not been much lately. Her general health was good.
Large Mesenteric
On abdom ial examination, a median swelling was felt rising above the pubis and to the righY side. It was ovoid in shape and reached from the pelvic inlet belowto above the level of the umbilicus towards the right loin. It was tense and elastic and (?) cystic. The uterine body was felt to be distinct. There was no history of any difficulty in micturition or of any increase or decrease in the quantity of urine. The diagnosis gave rise to some doubt because the tumour was not entirely mobile and could not be pushed away from the right iliac fossa. Hydronephrosis was suspected but there had been no svmptoms connected with the urinary system. The patient was admitted to hospital where, on further examination of the urinary svstem, hydronephrosis Nas excluded. A tentative diagnosis of an ovarian cyst in the originating right broad ligament was made.
)peration.-On April 8, under spinal anaesthesia, a left paramedian incision *was made and a large cyst, 7 in. in diameter, was found in the caecal region, quite distinct from the right tube and ovary. It had the appearance of a smooth-walled, ovarian cyst, w-ith a wNall thick enough to give it a pearlv lustre. It was situated in the low-er part of the mesentery of the caecum and ascending colon, and was quite distinct and separate from the uterus or its appendages, from which it was distant 3 in. The cwcum and appendix were pushed forward bv the tumour so as to be situated on its anterior aspect near the middle. The intestine wsas empty and there was no evidence of obstruction to the passage of the intestinal contents. The peritoneum was incised over the antero-lateral surface of the tumour and the cy7st wNas then carefully shelled out of its bed. There w-ere two bundles of vessels supplving blood to the cyst, hut these were not large. After enucleating the cyst, the hole in the mesentery w-as closed by a continuous suture. On being opened the cyst was found to contain a glvcerine-like fluid stained sliglhtly brown; when this was boiled a precipitate was obtained, but no precipitate 'Was formed by the addition of acetic acid. The patient made an uninterrupted recovery. Microscopic report (Dr. W. MeNaughtan): The appearances were those of a papillary cyst-adenoma of the ovary-apparently non-malignant, although epithelial hyperplasia in some areas gave the impression that it could not be far removed from miialignancy. The microscopic section was referred to the Pathological Committee of the Section, who reported as follows:-"The epithelial lining consists of columnar cells sometimes in a single layer, but for the most part in papillary formation with loose cellular stroma. There is some colloid secretion and much luxuriant overgrowth of epithelium, but no change in the architecture of the cells. From the histological picture it is impossible to savy whether or not this growth is malignant." (See figs. 1 and 2.) The origin of the cyst must, 1 think, be frol Wdlfian relics. In view of its position, I do not think it probable that it is derived from an accessory ovary.
Mesenterie cysts are very rare tumours of the abdomen, and I have had no previous experience of a cyst of this nature nor can I find any reference to one in the literature.
The definition is reserved for tumnours which are situated between the two layers of the mesenitery.
From a study of the literature, it appears that in many of the recorded cases the cyst was very small and was discovered by chance, rather than because of any svmptomis to which it gave rise.
Warfield (Annals of Surgery, 1932, 96, No. 3) claimed to have collected 129 cases from the literature since the year 1920. Of these, 71 -ere in females and 37 in males. The largest age-incidence was between the thirtieth and fortieth years. The neoplasms were classified according to their origin, which was generally embryonic or from mesodermal remnants, intestinal diverticula, or the vitelline duct. The structure of the cyst wall varied with the origin of the tumour. In one-third of the cases the cysts were complicated by intestinal obstruction. The author does not give pathological details as to the cyst wall in the two cases upon which he had operated, both of which occurred in males.
Flynn (American Journal of Surgery, N.S., 1933, 22, 322) gives an account of a case in which the diagnosis of ovarian cyst was made. The tumour proved to be a cyst in the mesentery of the ileum, containing about a pint of fluid. Examination of the wall showed necrotic tissue but did not show anything to indicate the origin of the tumour.
Roller (Surgery, Gynecology and Obstetrics, 1935, 60, 1128) reported three cases out of a series of 900 admissions to his clinic. In one of these the cyst was very small and caused no definite symptoms. In each of the others the patient was a male, the case had not been diagnosed,' and the cyst was found to be in the mesentery of the ileum.
The aetiology and classification of these tumours appears to be as follows:
(1) Embryocystomata from Wolifian relics.
(2) Cystic dermoids and teratomata.
(3) Enterocystomata (ftetal intestinal diverticula).
(4) Chylous cysts.
The symptoms are not noticeable until growth or enlargement in the abdomen shows itself. They are attributable to complications such as intestinal volvulus (40%), intussusception, obstruction, attachment to organs, rupture into bowel, adhesions, infection, and haomorrhage.
The treatment is by one of the three following methods: (1) Enucleation;
(2) enucleation with resection of bowel; (3) incision and drainage.
